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A profile is defined as the representation and analysis of comprehensive information 
about a person, a group of people or a place. Patient profiling gives details about 
patients visiting a medical care facility by gathering specific information or data about 
the patients’ main area of complaint and demographics. Child health, or paediatrics, 
describes the well-being of children from conception through adolescence, including 
all aspects of their growth and development related to their physical, mental, social 
and emotional well-being. Khula Natural Health Centre (KNHC) is a non-governmental 
organisation (NGO), approved as a clinical site by the Allied Health Professions 
Council (AHPCSA). Since the establishment of KNHC in St Lucia, KwaZulu-Natal, in 
2017 no paediatric patient profile has been compiled.  
 
The aim of the study was to create a paediatric patient profile of Khula Natural Health 
Centre, for the period of 1 July 2018- 31July 2019. 
 
The study was quantitative, descriptive and took place at the KNHC. There was no 
randomisation due to an anticipated small sample size (n=350), therefore all the 
paediatrics files were used. These 350 paediatric files were accessed according to the 
inclusion criteria, which resulted in a reduced sample of 265 paediatric files. The 
demographic information was as followed: 59% (n= 157) were female and 41% (n= 
108) were male; and the age distributions were 0- 5 years 44% (n= 117), 5- 12 years 
30% (n= 78), 12- 17 years 26% (n= 70). 
 
The most prevalent area of main complaints according to the paediatric profile created 
were respiratory complaints (22%), followed by dermatological complaints (21%) and 
ear/nose/throat (ENT) complaints (18%). Furthermore, the results showed that the age 
category 0-5 years was the most prevalent age group of the study population 
consulting at KNHC, presenting within all three areas of main complaints; namely 
respiratory complaints (47%), dermatological complaints (51%), and ENT complaints 
(47%). The Chi-Square goodness of fit Test (CSgof) indicated that there was 
significant deference for the following area of main complaints: dermatological, 




Since the establishment of KNHC in St Lucia, KwaZulu-Natal, in 2017 no paediatric 
patient profile has been compiled. There have been two studies on patient profiles at 
the University of Johannesburg (Louw, 2003; Kara, 2019). These studies, along with 
the findings of this study, will continue to assist healthcare providers in enhancing the 
facilities’ record keeping and describing the patient profile, in improving homeopathic 
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1.1 Problem statement  
Child health, or paediatrics, describes the well-being of children from conception 
through adolescence, including all aspects of their growth and development related to 
their physical, mental, social and emotional well-being. Patient profiling gives details 
about patients visiting a medical care facility by gathering detailed information or data 
about the patient’s main area of complaint and demographics. An understanding of 
paediatric patient profiles will render important information about the paediatric 
population health care seeking behaviours regarding a health care facility, which is 
essential for its effective management. Khula Natural Health Centre (KNHC) is a non-
governmental organisation (NGO), approved as a clinical site by the Allied Health 
Professions Council (AHPCSA). No patient profile of paediatric patients visiting KNHC 
has been previously developed. The compilation of a paediatric patient profile could 
assist in providing KNHC with an understanding of the types of paediatric diseases 
encountered at centre. It could also assist in improving the healthcare service delivery 
provided by ensuring that students and clinicians consulting at the centre have the 
relevant clinical knowledge pertaining to the care and management of these 
conditions.   
 
1.2 Aim of this study 
The aim of this study was to create a paediatric patient profile of Khula Natural Health 
Centre, for the period of 1 July 2018- 31July 2019. This was done by means of a data 
collection sheet. 
1.2.1 Objectives  
The following were the objectives of this study: 
 To create a patient profile of paediatric patients visiting KNHC; 
 To identify the areas of main complaint of paediatric patients visiting KNHC; 
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 To identify the areas of main complaint in relation to age groups, gender and 
treatment used.  
1.2.2 Outcomes 
The findings of this study could potentially: 
 Lay out a basic idea to KNHC clinicians and coordinators about the paediatric 
patient profile consulting at their facility.  
 Provide the KHNC and the Allied Health Professional Council of South Africa 
(AHPCSA) with beneficial understanding of the paediatric patient profiles and 
the prevalence of diseases seen at the centre, which may improve homeopathic 
treatment in the South African health care system. 
 Promote ideas on findings for futures similar studies on paediatric patient 
profiles with the purpose of evaluating the position of homeopathy in palliating 
the burden of diseases in South Africa. 
 
1.3 Importance of this study 
Since the establishment of KNHC in St Lucia, KwaZulu-Natal, in 2017 no paediatric 
patient profile has been compiled. There have been two studies on patient profiles at 
the University of Johannesburg (Louw, 2003; Kara, 2019). These have assisted in 
enhancing the facilities record keeping and describing the patient profile, in improving 







2.1 Introduction  
The scope of this study was to create a paediatric patient profile of the Khula Natural 
Health Centre (KNHC), by accessing and analysing paediatric patient files of patients 
that consulted at this facility, within the South African primary healthcare system.  
This chapter will include an introduction to paediatric health and child health in South 
Africa. It will further highlight the general healthcare system in the country, and 
obstacles and limitations to access to care for patients.  Complementary medicine and 
the practice thereof in South Africa will be described with further literature pertaining 
to homeopathy has a medical, registered discipline. The chapter will conclude with an 
overview of KNHC and the role it plays in the committee.  
2.1.1 Paediatrics 
Paediatrics is defined, as is a branch of medicine focusing on the biological, physical, 
mental, environmental and social health of children from birth to young adulthood. 
Paediatric health care involves a wide range of health services extending from 
preventive health care to the diagnosis and treatment of acute and chronic diseases 
(Rimsza et al., 2015). The age categories within the classification of paediatrics 
include: 
 Neonate (birth to 1 month) 
 Infant (1 month to 2 years) 
 Children (2 to 12 years), and 
 Adolescent (12 to 17 years) (Hardin and Hackell, 2017). 
The common paediatric diseases encountered during childhood include respiratory 
infections mostly caused by burning biomass fuels in poorly ventilated areas, which 
increases the risk of acute lower respiratory infections (ALRI), particularly pneumonia. 
Manageable childhood diseases such as polio, measles and pertussis, account for 
5.2% of Disability Adjusted Life Years (DALYs) in high mortality low-income countries, 
while they account for only 0.2% of DALYs in high-income countries. About 500,000 
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children become blind each year because of vitamin A deficiency caused by 
malnutrition especially in low-income countries (Stevens, 2004). 
2.1.2 Factors affecting Paediatric Health 
2.1.2.1 Biological and Physical Factors 
Biological factors influence child development both positively in boosting the 
development and negatively in compromising the development. These factors include 
genetics, nutrition, and gender. Genetic factors play a fundamental role in a child’s 
development; influencing his/her abilities, personality, physical health, behaviour and 
susceptibility to certain diseases such as Down syndrome, Turner syndrome, Diabetes 
mellitus and cancer (Cherry and Block, 2020). 
Good nutrition has been proved vital in a child’s overall development. The intake of 
folic acid in a mother’s diet prior to birth plays a crucial role in early child’s 
development, in decreasing the risk of certain brain and spinal abnormalities such as 
anencephaly and spina bifida. Sex can affect child development in different ways such 
as cognitive maturation where boys tend to develop and learn differently to girls 
(Haddad and Forman, 2019). 
2.1.2.2 Mental factors 
Various elements determine the child’s mental health outcomes: abuse or violence 
(parental and sexual), bullying, socioeconomic problems, desire for greater autonomy, 
pressure to conform with peers, exploration of sexual identity, media, the quality of 
their home life and relationships with family and peers (WHO, 2019).  
2.1.2.3 Environmental factors 
The environment is an important determinant of child health and development that 
includes the physical neighbouring and geographical conditions of the place the child 
lives in, social environment and relationships with family and peers. A well-nurtured 
child does better than a deprived one raised in stressful environments. A good school 
and a loving family build in children strong social and interpersonal skills, which will 




2.1.2.4 Social factors 
Family is considered the most important part in child’s social development because it 
is the first place where a child learns to communicate and form his/her social 
behaviour. School is the second place where a child acquires social values. A good 
teacher will inspire one to carry out social duties towards the community. The culture 
or community also contribute to the formation of child’s social behaviours. Negativity, 
quarrels, fights, rejection by peer group, peer victimization or bullying, isolation are 
likely to affect child’s social development and later develop behaviours like low self-
esteem, pessimism, suspicions, unhappiness and unsocial behaviour. Thus, receiving 
appropriate social behaviour from a very young age is essential to integrate into the 
society (Pem, 2016). 
2.1.3 Child health in South Africa 
The South African Constitution (section 28) defines a ‘child’ as a person under the age 
of 18 years. This section gives children the right to a name, citizenship and some form 
of care. Children need food and shelter, and should be protected from abuse, neglect 
and degradation. No child should work when under-age, or do work that would 
interfere with his or her education or development (South Africa Constitutional Court, 
2017).  
More than six million children die yearly worldwide before the age of five years, with a 
growing proportion occurring in sub-Saharan Africa (UNICEF, 2016). This despite the 
National Health Act 61 of 2003 stipulating the provision of free health care at public 
facilities for children under six years old, unless a child is covered by private medical 
insurance (Killander, 2019). Regardless of the implementation of free medical care in 
public hospitals for children below the age of six years, a set vaccination scheme, 
prevention of mother-to-child-transmission (PMTCT) programmes and promotion of 
the integrated management of childhood illness (IMCI) guidelines. South Africa’s death 
rate in children younger than five years still elevated at 37/1000 born alive in 2017  
(Price et al.,2019). Attaining the development goal of decreasing the mortality rate in 
children under the age of five to 25/1000 born alive by 2030 demands new policies 
that focus not only on biological interventions but also on upgrading the accessibility 
to better quality of healthcare services (McKerrow et al., 2014). Child health is a key 
component in the primary health care package of services. According to South Africa 
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Department of Health, primary health care clinics must monitor and promote growth 
and breast-feeding, immunisations, home care counselling and rehabilitate services in 
accordance with the integrated management of childhood illnesses protocols. This will 
reduce the morbidity and mortality from common childhood illnesses that affect 
children under the age of five years (Buchner-Eveleigh, 2016). 
A South African study by Hlongwa (2019) on demographic and socioeconomic factors 
associated with paediatric death in KwaZulu-Natal, shows that South Africa and other 
developing countries have a high probability of child death before the age of five years. 
Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome (HIV/AIDS), 
gastrointestinal disorders, lower respiratory tract infections and low birth weights 
remain the most common conditions associated with child death in South Africa. 
Government has therefore invested significant financial and other resources to 
enhance child health and reduce the high under-5 mortality rate (U5MR) in the country. 
South Africa strived in attaining Millennium Development Goal 4, which aims to lower 
child death by two-thirds, prior to the application of the National Development Plan. 
The government has also implemented some strategic plans such as the negotiated 
service delivery agreement (2010 – 2024), the strategic plan for maternal, new-born, 
child and womens’ health, and the campaign to lower the maternal and child death. 
However, in 2013 slight progression had been made, with mortality rates as high as 
47 deaths per 1 000 children under five. The KwaZulu-Natal Province remains one of 
the provinces mostly affected by under-5 mortality in South Africa, despite the many 
programmes and policies implemented to prevent under-5 children from dying 
(Hlongwa, 2019). 
A study done by Price et al. (2019), shows that children’s home mortality constitutes 
a helpless group with poor access to good healthcare. Although widespread 
accessibility to healthcare services, with increased rates of care seeking in all age 
categories in rural areas of South Africa, mutable elements exist inside and outside 
the home. Within the home, identification of signs of diseases is required among 
caregivers in order to lower home mortality rate. Nevertheless, this alone is insufficient 
to prevent outside home deaths, similar efforts are required to maintain children in 
good care with specific attention given to referral and follow-up healthcare services. 
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According to the KZN strategic plan (2015–2019), the most common causes for 
paediatric hospitalisation included gastroenteritis (21%), pneumonia (20%) and 
neonatal disorders (14%) such as sepsis, respiratory distress syndrome, congenital 
pneumonia, jaundice and preterm delivery or low birth weight. HIV and severe 
malnutrition accounted for a large percentage of infant mortality during this period 
(51.4% diagnosed with HIV and 31% diagnosed with severe acute malnutrition) 
(Naidoo et al., 2019). 
As stated in multiple studies, immunisation helps to strengthen the child’s immune 
system to fight infections such as polio, measles, hepatitis B, diphtheria, tuberculosis 
(TB) and meningitis. The Expanded Programme on Immunisation (EPI) was 
introduced in 1974 by the 27th World Health Assembly to ensure that all children in all 
countries benefit from lifesaving vaccines. South Africa offers an extensive child 
immunisation programme, available free at state clinics (National Department of 
Health, 2016). The table below shows the expanded programme on immunisation in 





Table 2.1: Expanded Programme on Immunisation –EPI (SA) Childhood 
Immunisation Schedule (Western Cape Government, 2019). 
EXPANDED PROGRAMME ON IMMUNISATION – EPI (SA) REVISED 
CHILDHOOD IMMUNISATION SCHEDULE FROM DECEMBER 2015 
Age of Child  Vaccines needed How and where is it given 
At Birth BCG Bacilles Calmette Guerin Right Arm 






OPV (1) Polio Vaccine Drops by mouth 
RV (1) Rotavirus Vaccine Liquid by mouth 
DTaP-IPV-Hib-HBV (1) Diptheria, 
Tetanus, Acellular Pertussis, Inactivated 
Polio Vaccine, Haemophilus influenzae 
type b and Hepatitis B combined 
 
 
Intramuscular / Left thigh 
PCV (1) Pneumococcal Conjugated 
Vaccine 




DTaP-IPV-Hib-HBV (2) Diptheria, 
Tetanus, Acellular Pertussis, Inactivated 
Polio Vaccine, Haemophilus influenzae 
type b and Hepatitis B combined 





RV (2) Rotavirus Vaccine* Liquid by mouth 
DTaP-IPV-Hib-HBV (3) Diphtheria, 
Tetanus, Acellular Pertussis, Inactivated 
Polio Vaccine, Haemophilus influenzae 
type b and Hepatitis B combined 
 
 
Intramuscular / Left thigh 
PCV (2) Pneumococcal Conjugated 
Vaccine 
Intramuscular / Right thigh 
6 Months Measles Vaccine (1) ** Subcutaneous /Let thigh 
9 Months PCV (3) Pneumococcal Conjugated 
Vaccine 
Intramuscular / Right thigh 
12 Months Measles Vaccine (2) ** Subcutaneous /Right arm 
 
18 Months 
DTaP-IPV-Hib-HBV (4) Diphtheria, 
Tetanus, Acellular Pertussis, Inactivated 
Polio Vaccine, Haemophilus influenzae 
type b and Hepatitis B combined 
Intramuscular / Left arm 
6 Years 
(Both boys and girls) 
Td Vaccine Tetanus and reduced 
strength of Diphtheria Vaccine 
Intramuscular / Left arm 
12 Years 
(Both boys and girls) 
Td Vaccine Tetanus and reduced 
strength of Diphtheria Vaccine 
Intramuscular / Left arm 
*  Rotavirus Vaccine should NOT be administered after 24 weeks. 
** Do not administer with any other vaccine 
 
2.1.4 Health care in South Africa 
The right to health is fundamental to the physical and mental well-being of all 
individuals. The South African Constitution of human right to health care services is 
provided in three sections: section 27(1) (a) stated that “Everyone has the right to have 
access to health care services including reproductive health care’’; 27(3) ‘’No one may 
be refused emergency medical treatment including detained persons and prisoners’’ 
(Bonorchis and Kew, 2017). 
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The South African National Department of Health aims to upgrade the country’s health 
status through disease prevention, development of healthy lifestyles and 
enhancement of the health care delivery system by concentrating on the efficiency, 
quality and accessibility (Management Sciences for Health, 2019)  
The South African health care system consists of public and private sectors, with the 
public sector being under-funded than the private sector. At provincial level, the public 
health sector comprises 52 health districts across all the provinces. The public sector 
consists of 16 tertiary hospitals, 698 specialised hospitals, 55 regional hospitals, 254 
district hospitals, 282 community health centres, and 3,075 primary healthcare clinics. 
This is versus the private sector counting 216 medical institutions (Katuu, 2018). 
The public healthcare system in South Africa is organised in a hierarchical way with 
the district health system (DHS) based on the principles of primary health care (PHC) 
as first line of contact with the health services. Patients may consult the PHC clinics 
with any health care requirement (whether for promotive, preventive, curative, 
rehabilitative, palliative or community-based mental health) and will be treated 
according to the package of services offered at this level or will be referred to a hospital 
if special investigations are needed. District hospitals, which form part of the district 
health system, support primary health care on one hand and act as a gateway to more 
specialist care on the other. The district hospital provides level 1 (generalist) services 
to in-patients and out-patients (preferably on referral from a community health centre 
or clinic) (Pillay and Mahomed, 2019). Regional hospitals (Level 2), at this level, 
receive referrals from and provide specialist support to a number of district hospitals. 
If the Regional Hospital cannot help, health care practitioners refer to the Provincial 
Tertiary Hospital (Level 3). These hospitals are staffed by specialists and generalists 
and offer services such as neurosurgery, neurology, cardiology, urology, paediatric 
surgery, psychiatry, occupational health. If a Provincial Tertiary Hospital cannot help, 
patients are then referred to a National Central Hospital (Level 4). This is the highest 
level of health care with specialised referral units that together provide an environment 
for multi-speciality clinical services, innovation and research (Potgieter, 2019). 




Figure 2. 2: Pyramid of health care system in South Africa (Voss and Woods, 
2019) 
 
A study by Maphumulo and Bhengu (2019) found that about 84% of the South African 
population relies on the public health sector (the under-resourced sector) for their 
healthcare needs. Only 16% of the population belongs to medical aid schemes, and 
consume over 50% of the total healthcare expenditure in the private sector.  
2.1.5 The health care scenario in South Africa 
The shortage of health care is a challenge in developing countries, leaving the majority 
of the population under poor and limited quality of health service (Paquet, 2019). South 
Africa has an unequal distribution of health professionals between the private and 
public sectors across the various provinces. The rapid urbanisation in South Africa, 
estimated currently at 62% of the total population, contributes also to the unequal 
allocation of resources in the healthcare (Turok, 2012). The unexpected influx of the 
population into urban areas constrains health facilities to function beyond their 
intended ability, resulting in insufficient staffing and overcrowding of the medical 
facilities (Mokoele, 2012). 
South Africa's eight medical schools produce about 1600 doctors annually, a number 
that is insufficient for the medical needs of its growing population (Motala and Van 
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Wyk, 2019). A programme initiated by (late ex-President) Nelson Mandela in the mid-
1990s to train medical doctors in Cuba, with the expectation of 1000 graduates being 
introduced annually in the health system from 2018 onward. Nevertheless, about 30% 
of medical doctors that have been domestically trained have emigrated to Canada, 
Australia, the United Kingdom, and the United States. South Africa suffers the inflated 
costs for medical education and the considerable lost returns on investment with the 
emigration of graduated medical doctors (Mayosi and Benatar, 2014). 
As the novel coronavirus ‘‘COVID-19’’ surrounds the globe, ripping through health care 
systems, massively affected countries have requested medical assistance. The 
Republic of Cuba availed more than 200 medical specialists, who have been assisting 
South Africa in the response to COVID-19. These personnel are qualified in areas that 
the country faces shortage in: biostatistics, epidemiology, public health, family 
physicians and health technology engineers (Reuters, 2020). The medical specialists 
were deployed across the country as followed: 29 in Gauteng, 28 in KZN, 26 in 
Western Cape, 20 in Eastern Cape, 17 in Free State, 14 in Mpumalanga, 13 in 
Limpopo, 13 in North West and 11 in Northern Cape. Their duties include: 
 analysing the outbreak in the various areas,  
 studying trends on the ground to assist the department in its strategy on how to 
halt the spread of the virus (Mvumvu, 2020),  
 guiding interventions through door-to-door testing,  
 assisting local health workers in health promotion and disease surveillance at 
the community level, and  
 maintaining inventory and the deployment and repair of aged medical 
equipment (Reuters, 2020). 
Medical equipment is a necessary element of a health system and is a tool used by 
medical professionals to prevent, diagnose, monitor and treat diseases as well as 
during rehabilitation after disease or injury. Scarcity of medical equipment, results in 
either inaccessibility or inoperative, that constitutes an obstacle to the quality of health 
services offered. Approximately 50 to 80% of medical equipment in underdeveloped 
countries are not operating and needing good technology assessment systems and 




Nurses are at the frontline of health care and yet South Africa faces a crisis in nurse 
education and training. South Africa has 287 079 registered nurses. However, only a 
small number have enrolled according to the South African Nursing Council (SANC) 
(Mkize, 2019). Half of the total number of nurses is in the public sector, delivering care 
to 84% of the population while the other half are in the private sector providing for the 
remaining 16%. Having an adequate number of professional nurses in health facilities 
will reduce the risks of patient’s death by 8% and decrease the incidence of urinary 
tract infections, gastro-intestinal bleeding, hospital acquired pneumonia, shock, 
cardiac arrests (James, 2016). 
2.1.6 The South African National Health Insurance 
South Africa is facing numerous challenges when it comes to healthcare costs and 
services. Access to health is a right as stated by the South Africa Constitution. 
However, only few people who belong to medical aids schemes have access to better 
health care service and very few professionals service the rest of the public. The 
Government, through the National Department of Health, has introduced the National 
Health Insurance (NHI). It is a financing system developed to achieve universal health 
coverage to all South Africans based on their health needs, irrespective of their socio-
economic status (National Department of Health, 2017). Its implementation began in 
2012, and is planned to end in 2025. Through NHI, all South African citizens, as well 
as legal long-term residents, will be served with essential healthcare, regardless of 
their employment status and ability to make a direct monetary contribution to the NHI 
fund. With NHI, the healthcare system will be reorganised to strengthen and re-
engineering primary healthcare (PHC), hospital services, and improve leadership and 
governance in the health system through reforms to the management and governance 
of clinics, districts and hospitals (Katuu, 2018).  
2.1.7 Health care crisis in South Africa 
South Africa reported the following: maternal, new-born and child health mortality; 
HIV/AIDS epidemic along with a high burden of tuberculosis (TB); non-communicable 
diseases (NCDs); and high levels of violence and injuries as the burden of disease 
(Basu, 2018). The study on burden of disease shows that HIV/AIDS was the leading 
cause of one in three deaths among adolescent boys, followed by road traffic injuries, 
which has become more prominent. The burden of injury in older boys has expanded 
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drastically during the teenage period accounting 60% of mortality amongst boys aged 
15-19, with a smaller, yet significant, rise in the proportion of injury deaths amongst 
teenage girls. South Africa’s neonatal burden of disease follows the global pattern of 
neonatal mortality rate, with preterm birth complications (49.2%) as the leading cause 
of death, followed by birth complications (28%), congenital abnormalities (9%) and 
infections (8.1%) (Lake et al., 2019). 
NCDs are chronic medical conditions or diseases that are non-infectious. The major 
NCDs in South Africa are cardiovascular diseases, diabetes, cancers, chronic 
respiratory diseases, obesity and mental illness. NCDs and unhealthy lifestyle 
contribute to the burden of disease in South African children and youth. Asthma is the 
commonest chronic NCD in children, affecting up to 13% before the age of 14 years 
(Bradshaw et al., 2016). The obesity rate in South Africa is higher in female than in 
male, and has the highest statistics in Sub-Saharan Africa with a 40% and 26% obesity 
rate of women and girls, respectively (Pillay-van Wyk et al., 2016). As the prevalence 
of childhood obesity increases, so does the prevalence associated with immediate and 
long-term complications resulting in an extensive burden of obesity-related diseases 
worldwide. This may result in serious complications such as cardiovascular diseases 
(high blood pressure), type 2 diabetes, dyslipidaemia, gastro-intestinal diseases (non-
alcoholic fatty liver disease, gastroesophageal reflux, gallstone), respiratory problems 
(asthma exacerbation, obstructive sleep apnoea), bone and joint diseases (Tibia vara/ 
Blount’s disease and slipped capital femoral epiphysis) (Freemark, 2018). 
According to the South African Medical Research Council Annual Report 
2016/2017, 43.4% of the deaths were linked to NCDs, 33.6% to HIV/AIDS and TB, 
13.5% to other communicable diseases, perinatal conditions, maternal causes, and 
nutritional deficiencies and 9.6% to injuries (South African Medical Research Council, 
2018). 
South Africa has the highest HIV profile worldwide, with about 7.7 million people living 
with HIV in 2018, accounting for a third of all new HIV infections in Southern Africa. 
240,000 new HIV infections and 71,000 deaths from AIDS-related illnesses were 
registered in 2018. The estimated overall HIV prevalence remains high, with 20.4% of 
people being infected (one in five). Prevalence varies significantly between provinces, 
ranging from 12.6% in Western Cape to 27% in KwaZulu-Natal. In 2018, an estimated 
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260,000 children (aged 0 to 14) were living with HIV in South Africa, 63% of who were 
on antiretroviral treatment. Children are also affected by HIV through the loss of family 
members; more than 1.2 million children and adolescents (ages 0-17) in South Africa 
have been orphaned. Certain orphans are vulnerable to HIV because of economic and 
social insecurities; they are often at risk of being forced into sex, have sex in exchange 
for support, and typically become sexually active earlier than other children (UNAIDS 
Data, 2019). 
 
2.2 Complementary Medicine 
Complementary medicine (CM) refers to a wide variety of health care practices that 
are not part of country’s own tradition or conventional medicine but can be used alone 
or alongside other therapies (Paloma, 2019; World Health Organisation, 2020). 
The aim of CM is to promote a healthy lifestyle and treat patients by enhancing or 
supporting the self-healing or self-balance in order to sustain the body during 
diseases. The following are the key concepts on CM health: (1) health/ well-being is 
the outcome of a self-regulating inner activity, and (2) health is aimed at restoring 
wholeness of the organism and balance within or between the functions of body, soul, 
and spirit (Baars et al., 2019). The National Centre for Complementary and Integrative 
Health (NCCIH) defines complementary and alternative medicine as “health care 
system developed outside of mainstream Western, or conventional, medicine’’ 
(Stubblefield, 2017). 
2.2.1 The Allied Health Professions Council of South Africa (AHPCSA) 
The Allied Health Professions Council of South Africa (AHPCSA) is a health body 
regulated by the Allied Health Professions Act, 63 of 1982 (the Act) which controls all 
allied health professions (AHPCSA, 2018). Regulated CM disciplines in South Africa 
include the following: Ayurveda, Traditional Chinese Medicine and Acupuncture, 
Chiropractic, Homeopathy, Naturopathy, Osteopathy, Phytotherapy, Therapeutic 
Aromatherapy, Therapeutic Massage Therapy, Therapeutic Reflexology and Unani-
Tibb (AHPCSA, 2018). 
The AHPCSA is in charge of advising the Minister of Health and the National 
Department of Health on issues concerning the allied health professions. It is also 
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responsible to communicate on matters of public importance acquired in the course of 
its functions (AHPCSA, 2018). The objective of AHPCSA is to: 
 Promote and protect the health of the public; 
 Manage, administer and set policies relating to the professions registered with 
the AHPCSA; 
 Investigate complaints relating to the professional conduct of practitioners, 
interns and students; 
 Administer the registration of persons governed by the AHPCSA; 
 Set standards for the education and training of intending practitioners 
(AHPCSA, 2018). 
There are numerous professional boards that assist the AHPCSA in matters of a 
professional nature; Homeopathy is regulated by the Homeopathy, Naturopathy and 
Phytotherapy Professional Board (AHPCSA, 2018). (Naturopathy and Phytotherapy 
are defined below and Homeopathy is further expanded upon).  
2.2.1.1 Naturopathy 
Naturopathy is a healthcare approach based on the uniqueness of each patient and 
his or her presenting symptoms. Naturopathy is a primary healthcare system rooted 
on traditional philosophies and practice, through which practitioners integrate medical 
knowledge with natural mode of treatment (Goldenberg et al., 2018). Over the last 200 
years, naturopathy has been practiced in many countries of the Western world and is 
presently accepted by the World Health Organisation as a one of the major global 
traditional systems of medicines (Reid et al., 2018). Naturopathic treatment modalities 
emphasize non-drug based treatments including lifestyle-oriented self-care; 
preventive behaviours, diet and clinical nutrition, physical activity, and stress-
management counselling; herbal medicine; homeopathy and hands-on manual 
therapies and minor surgical interventions (Steel et al., 2020).  
2.2.1.2 Phytotherapy 
Phytotherapy is a medical system based on the use of herbal preparations clinically 
indicated for prevention and treatment of diseases. The herbal medicines are derived 
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from whole plants or parts of plants (SAAHP, 2018). The extraction method requires 
an in-depth understanding of plants’ phytochemistry to determine its various properties 
and applications (Mary, 2020). The prescribe medicine may be dried herbs; herbs in 
a tincture form, capsules or tablets form, or into essential oil extracts (SAAHP, 2018). 
Although phytotherapy and traditional medicine both use plants for treatment of 
diseases they are distinctly different. Phytotherapy is based on biomedicine known as 
evidence base medicine, while traditional medicine is rooted in observation and past 
experiences, dividing this system in three specialities divination, spiritualism and 
herbalism. The traditional healer provides health care services based on culture, 
religious background, knowledge, attitudes, and beliefs that are prevalent in his 
community (Ozioma and Chinwe, 2019). 
2.2.2 Homeopathy 
The term homeopathy was formulated by Dr Samuel Hahnemann and was used for 
the first time in the ‘Organon of the Art of Healing’ in 1810. It is derived from the Greek 
term ‘homoios’ (similar) and ‘pathos’ (pain, suffering). The aim of homeopathy is to 
cure the illness or disorder by treating the whole person, rather than just merely 
concentrating on a set of symptoms. Hence, in homeopathy the approach is holistic 
and the overall state of health of the patient focusing on the mental, emotional and 
physical wellbeing. Homeopathy is based on the following principles known as ‘’Law 
of Similars’’ and ‘’Law of minimum dose’’ (De Schepper, 2008). 
2.2.2.1 Homeopathic principles 
 Law of Similars 
Homeopathy is based on the fundamental ‘’Law of Similars’’ or concept ‘’let like be 
cured by like’’. A substance that causes a set of symptoms in a healthy individual will 
cure a disease which similar symptoms in an unhealthy individual when used as 
homeopathic remedy (De Schepper, 2011). 
 Law of Minimum Dose 
Hahnemann diluted the substances in order to study the pure, non-toxic dynamic 
effect. He demonstrated that the more diluted and succussed (potentised) a remedy 
is, the more effective and penetrating its action will be. Hence, he stated the principle 
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of minimum dose: the smallest possible dose of medicine (remedy) will bring about 
cure (De Schepper, 2008).  
2.2.2.2 Homeopathic treatment 
Homeopathic medicines are derived from plants, mineral and animal sources. The 
curative properties are increased by each dilution to prevent or lower the unwanted 
side effects (Srivastava, 2017). The selection of the remedy is based on the 
individuality of the presenting and general symptoms of each patient. The 
individualised homeopathic remedy (also known as the similimum) is a single, unique 
remedy selected according to specific principles that most closely matches the total 
symptom picture of the patient based on its proving picture (De Schepper, 2011). 
Homeopathic provings are a fundamental concept in Homeopathy. In a homeopathic 
drug proving, a substance is prepared homeopathically, then tested on healthy 
volunteers known as ‘’provers’’ for the purpose of producing a ‘’drug symptoms’’ of 
that particular substance  (Jain, 2019). Under the umbrella term of homeopathic 
treatment, there are two approaches: Unicist (single remedy approach) and Pluralist 
(complex remedy approach). 
 Single Remedy (simplex) 
Unicist homeopathy advises the prescription of one remedy at one time. Within this 
school, two branches may be distinguished, Pure Hahnemannian School and Kentian 
School (McCabe, 2013). Hahnemann advices on the prescription of a single remedy 
in Aphorism 274 of the combined fifth and sixth edition of the Organon of Medicine: to 
treat with one remedy at a time. He believed that it is impossible to predict how two or 
more medicinal substances might hinder or alter each other’s actions upon the human 
body (Hahnemann, 1922).  
 Multiple remedies (complex) 
Pluralist homeopathy administers various medicines alternatively during the day at low 
potencies including fundamental and drainage remedies. These remedies are 
prescribed with the motive that each will influence the body system in a particular way 
and shift the symptom/s in the direction of cure. According to this doctrine, each person 
suffers from sensorial/emotional, functional/ mental and lesional/ physical disorders.  
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Homeopath tends to use high potencies for sensorial disorders, medium potencies for 
functional and low potencies for lesional disorders (McCabe, 2013).  
2.2.2.3 Homeopathic case taking  
Hahnemann explains the homeopathic case taking in Aphorisms 83 to 104 of the sixth 
edition of the Organon of Medicine (Hahnemann, Boericke, 1922). The case taking 
starts with observation, when you meet and greet your patient in the waiting room. To 
the homeopath, the patient’s symptoms become a living portrait of the symptoms of 
the remedy. The objective of homeopathic case taking is ascertain the main complaint 
and extract symptoms; determine susceptibility of the patient to a disease; explore the 
details of the disease evolution and discover how this patient differs from all other 
bearing the same diagnosis (individuality) rather than just noting the patient’s 
symptoms. The case must be taken with much detail and sensitive observation, as the 
homeopath relies primarily on what the patient says about his/her condition, whereas 
conventional practitioners put more emphasis on the results of the diagnostic tests (De 
Schepper, 2008). 
When first recording a case, it is important to record the patient’s full name and 
residential address, his/her age, occupation, marital status (if applicable), and further 
observe his/her appearance and any particular characteristics. A well-taken case with 
relevant details including the past and family history, will direct the practitioner to the 
precise homeopathic treatment (Kent, 2014).  
2.2.3 Homeopathic training in South Africa 
The homeopathic profession in South Africa is considered a holistic form of medicine, 
which promotes health and well-being as a primary health care profession. In South 
Africa, the training programme for homeopathy is a Master’s degree, which allows for 
registration with the AHPCSA as a practitioner in the discipline. The required 
qualifications are only offered at the University of Johannesburg (UJ) and Durban 
University of Technology (DUT) (University of Johannesburg, 2020). 
As stated in the AHPCSA Act 63 of 1982 Section 2(2), a qualified homeopath may:  
 Diagnose, and treat or prevent physical and mental disease in humans. 
 Practitioners prescribe or dispense medicine. 
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 Provide and prescribe treatment for diseases, deficiencies in human according 
to homeopathic principles (AHPCSA, 2015). 
2.2.4 uMkhanyakude District - Khula Village Demographic Profile 
uMkhanyakude District is located in the north of KZN Province with a total population 
of 655 615. Demographic data indicates that 76.4% of the population are aged 25-65 
years, 15.5% aged 66 - >85 years and 8.2% younger than 24 years (Department of 
Health KwaZulu- Natal, 2018). The age profile of the unemployed population younger 
than 25 years is estimated at 35.2% with a further 34.9% between the age of 25 and 
34 years. This indicates that more than 70% of the unemployed population is younger 
than 35 years. However, more than 50% of the unemployed population younger than 
25 years are a common incident across all five local municipalities in the district 
(uMkhanyakude Government, 2018). 
As seen in Figure 2.2, Khula is a village located in the Big Five Hlabisa local 
municipality, a few kilometres from the small tourist Town of St Lucia, South Africa. St 
Lucia is a settlement in uMkhanyakude District Municipality and is bordered on the 
east by the Indian Ocean, and on the north by the Eastern Shores section of the 
iSimangaliso Wetland Park (Safaris, 2016). The village was originally established by 
the South African government in 1993 to formally house families that had been 
residing in the forest (Marc, 2018). Despite its population size being larger than what 
is considered a village, Khula village is poorly served in terms of basic human 
necessities. Its population is about 20,000 adults and 23,000 children, with only two 
public schools and one understaffed government clinic. Many AIDS orphans and 
grandparents live in Khula Village. It is estimated that about 80% of the population is 
HIV positive and the unemployment rate is 50 % (Potgieter-Steiner, 2019). Locals rely 
mostly on the natural resources available, notably on Dukuduku forest and the lower 
reaches of Imfolozi River (Venter et al., 2014) for self-subsistence. Only a small portion 
of the residents is employed in the local town of St Lucia or work for government 
tourism programmes (African Impact, 2016). According to the uMkhanyakude District 
Health Department, HIV account for most deaths in both females and males, with 37% 
and 40% respectively. Women between the ages of 15-24 years are shown to be more 
affected by HIV than males in the same age group due to their age-differences in 
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sexual relationship, while the antenatal HIV prevalence is estimated at 44.1% 
(Department of Health KwaZulu- Natal, 2018).  
Figure 2.2 shows a map of the uMkhanyakude ddistrict.  
 
Figure 2. 3: uMkhanyakude District Municipality Map (SA Provincial 
Government, 2020) 
2.2.5 Khula Natural Health Centre 
Khula Natural Health Centre (KNHC), as illustrated in Figure 2.3 below, is a non-
governmental organisation (NGO), approved as a clinical site in the uMkhanyakude 
District, by the AHPCSA. The centre provides the community with free homeopathic 
medical treatment. KNHC started in April 2017 after two philanthropic Swiss 
homeopaths, having identified a dire need, contacted the InDuna (tribal councillor or 
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headman of the village) and traditional council, for permission to establish a 
homeopathic treatment facility in the area (Potgieter-Steiner, 2017).  
The centre has eight consultation rooms, a dispensary, waiting area and registration 
kiosk for patients. The centre first opened one week per month (April 2017 to May 
2019); however, since June 2019, the services are available 2 weeks per month. The 
goal of the KNHC is to meet the PHC medical needs of the Khula population by making 
the centre available on a daily basis to the community from 2021 onwards. There was 
a short interruption of the facility’s services during Level 5 COVID-19 lockdown, 
however services commenced after government adjusted the lockdown level 
(Potgieter-Steiner, 2019). 
Figure 2.3 shows a picture of Khula Natural Health Centre. 
 
 
Figure 2. 4: Khula Natural Health Centre (Potgieter-Steiner, 2019) 
 
2.3 Patient profile 
A profile is defined as the representation and analysis of comprehensive information 
about a person, a group of people or a place (Thomas, 2008). Patient profiling gives 
details about a patient over time that helps one understand the relationship between 
the data (demographics and patient’s main area of complaint) for a patient (Shelledy 
and Peters, 2016). The purpose of a patient profile is to provide an overview of a 
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patient’s medical history, diagnosis, medication and demographics. The followings are 
the components of a patient profile: demographics, presenting complaints, past 
medical history, diagnosis and treatment (Javed, 2015). Paediatric patient profiles 
record medical and personal information specific to paediatric patients, however there 
is no difference between the patient profile and paediatric patient profile (Practo, 
2020). 
2.3.1 Demographic profile  
A demographic profile refers to characteristics of a population such as race, ethnicity, 
gender, age, education, profession, occupation, income level, and marital status (if 
applicable) (Collins, 2017; Chappelow, 2019). 
Based on the latest United Nations (UN) data, South Africa current population is about 
59,181,342, with a population growth rate of 1.28% per year. According to the UN, the 
South African estimated mid-year population would rise to 59,308,690. South Africa’s 
birth rate is 19,995 births per 1,000 people, with a death rate of 9.3 deaths per 1,000 
people. The birth rate is more than double the death rate in South Africa (Statistics 
South Africa, 2020). KwaZulu-Natal has a population of 11.3 million people (19.2% of 
the total population) (Statistics South Africa, 2019). 
Age-sex distribution stipulates a youthful population, with the highest proportion of 
both male and female population under the age of 15 years. The South African mid-
year population estimates (MYPE) report indicates that about 28.8% of the South 
African population is aged younger than 15 years and approximately 9% (5,3 million) 
is 60 years or older. The majority of the population younger than 15 years reside in 
Gauteng (21.5%) and KwaZulu-Natal (21.1%). The proportion of elderly persons aged 
60 and older is increasing over time across all provinces (Statistics South Africa, 






Figure 2. 5: South Africa population (Business Live, 2019) 
2.3.1.1 Age as a demographic profile  
Age is defined as the span of time someone has been alive or something has existed 
(Cambridge English Dictionary, 2020). Age can be considered as an index for the 
prevalence of certain disorders (Kabiti et al., 2016).  
2.3.1.2 Gender as a demographic profile 
The word gender defines those characteristics of women and men that are socially 
constructed, while `sex' refers to the biological and physiological characteristics that 
distinguish females and males. The learned behaviour makes up gender identity and 
determines gender roles. Gender and sex interact with other determinants of health to 




2.3.2 Presenting complaints 
Presenting complaints, referred to in this study as area of main complaint, can be 
defined as the main reason for a patient seeking medical attention, for example: 
abdominal pain, chest pain, headaches, skin rash (Goldberg, 2018). The area of main 
complaint is usually presented by the patient as a description of his/her main health 
problem and issues experienced by the patient resulting in their attendance (Salim, 
2017). 
2.3.3 Diagnosis 
The diagnosis can be described as both a process and a classification pattern, or a 
pre-existing collection of symptoms accepted by the medical profession to designate 
a specific condition/disease. A diagnostic process is a complex, patient-centred, 
collaborative activity that involves information gathering and clinical reasoning with the 
objective of determining a patient's health problem (Balogh et al., 2015). 
2.3.4 Treatment and patient management  
Treatment can be defined as the provision or coordination of health care and related 
services by one or more health care providers, or by a health care provider with a third 
party; consultation between health care providers regarding a patient, or the referral 
of a patient from one health care provider to another (Glabas, 2019).   
Management refers to the care given to a patient to cure or prevent disease or disorder 
by using medications/remedies, laboratory tests, surgical procedures (University of 
Wisconsin, 2020). 
 
2.4 Related research 
A study conducted by Louw (2003) analysed the patient profile at the Technikon 
Witwatersrand Homeopathic Health Clinic (TWR), (now the University of 
Johannesburg Homeopathic Health Centre- UJ HHC) in 2003. The study evaluated 
the demographic profile; prescriptions dispensed and cost of treatment to patients. 
The study concluded that 63% of the conditions/diseases seen at the clinic during the 
year 2003 were chronic in nature, 20% of the diseases were acute, 7% were acute 
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flare-ups of chronic conditions and 10% of the disease natures were not recorded or 
unknown. The age group 0-18 years presented 24.8% of the total sample (n=137 
paediatric patients), 56.9% between the age 19- 60 years and 18.2% of the population 
aged 61 years and older. About 50% of the patients visited the centre only once, 30% 
had one or two follow-up consultations and the remaining 20% had more than two 
follow-up consultations during the study period. It was recommended that for further 
studies, the sample size should be bigger to enable more accurate conclusions on 
certain variables. Furthermore, it was recommended that similar investigations be 
repeated annually, to indicate whether there is improvement in the quality of care at 
the facility. However, similar studies have not been conducted on a yearly basis. 
 
Brak (2016) conducted a survey, analysing patient satisfaction at the University of 
Johannesburg Homeopathy Health Centre (HHC) from January 2016 to June 2016, 
with a sample size of 114 patients. 52.6% of patients were Black, 21% White, 14% 
Indian and 11.4% Coloured. Participants were grouped as followed: 18-21 years 
(9.6%), 22-35 years (31.6%), 36-55 years (31.6%) and ≥56 years (27.2%). The age 
group younger than 18 years was excluded from the study. Approximately 56.1% of 
the sample consulted the UJ HHC more than once, while 43.9% had one consultation. 
The results showed that 75.4% of patients suffered from chronic diseases with 24.6% 
complaining of acute diseases. The overall level of satisfaction was very high (services 
delivery, accessibility and affordability of the health centre, quality of health care, the 
attention given to the patient’s case, the approachability and friendliness of the senior 
homeopathy students). However, few areas were perceived as negative (poor 
explanation of patient’s medical condition or diagnosis and difficulty with the 
prescribed medication, patient dissatisfaction with waiting time before appointments). 
It was recommended that future studies consider increasing the study period, include 
patients under the age of 18 years old and non-English speaking patients.  
 
Kara (2019) conducted a study evaluating patient profiles and record keeping of the 
at UJ’s HHC during the period 1 January 2016 to 31 December 2016. The sample 
included 506 patient files; representing 100% of patients who visited the HHC during 
the study period. Results showed that the majority of patients are Black (53%), 22% 
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are Indians and 21% White. The largest age group was 19-35 years (37%) with female 
patients visiting the HHC more often than men. The musculoskeletal system was the 
largest area of main complaint (24%), followed by dermatology (11%). The Indian 
population showed a higher susceptibility to cardiovascular and musculoskeletal 
complaints. Male patients consulted more for cardiovascular/perivascular troubles and 
female predominately presented with dermatological complaints. The group aged 0-
18 years (paediatric cases) represented 13% of the sample. The paediatric category 
presented with ear/nose/throat (ENT) and sinus complaints, followed by 







3.1 Research design 
The research study was quantitative, descriptive design that was conducted at Khula 
Natural Health Centre (KNHC) with the permission granted from the centre’s manager 
and the non-profit organisation’s board members (Appendix A). 
 
3.2 Research population 
In terms of consultations, a total number of 6077 patients were seen at KNHC from 
April 2017 to July 2019. Of these, 3161 were new patients and 2916 were follow-up 
consultations (Potgieter-Steiner, 2019). From the total number of 6077, 350 paediatric 
patients, between the ages of 0 month to 17 years were seen from 1 July 2018 to 31 
July 2019; therefore, the research population consisted of all 350 paediatric patients 
who consulted at KNHC from 1 July 2018 to 31 July 2019. 
 
3.3 Research sample 
Paediatric patient’s file numbers from the clinician database were used to select the 
sample, which represented the entire research population. A sample of 350 paediatric 
files was assessed according to the inclusion criteria (3.3.1 below). Of these 350 
paediatric files, 84 paediatric files did not meet the inclusion criteria, which resulted in 
a reduced sample of 265 paediatric files used in the assessment of the paediatric 
patient profile. 
3.1.1 Inclusion criteria 
 The following paediatric patient records were eligible for inclusion in this study: 
- Paediatric patients that visited the centre between the periods of 1 July 2018 to 
31 July 2019; 
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- Paediatric consent forms signed by the parents/guardians (Appendix B); and 
- Paediatric patient records generated from the KNHC only. 
3.1.2 Exclusion criteria 
- Paediatric files with missing or unsigned consent forms by parents/guardians; 
and  
- Duplicated file numbers and incomplete files. 
 
3.4 Research procedure 
The study was conducted at the KNHC under the supervision of a clinician with 
relevant permission from the clinic manager and the non-profit organisation’s board 
members (Appendix A). The clinician database was accessed with permission granted 
and data was transferred to an Excel spreadsheet. Paediatric files were extracted from 
the KNHC filing room by the researcher. There was no randomisation due to an 
anticipated small sample size, and all the paediatrics files were assessed. The 
paediatric files that met the inclusion criteria were used to complete the patient profile 
in the data Collection Sheet (Appendix C).  
The paediatric patient profile information recorded in the patient files was compared 
to the paediatric patient profile information on the clinician database. The following 
information for each paediatric patient’s consultation was extracted from the clinician 
database and then recorded on the Data Collection Sheet (Appendix C): 
 File Number: a unique number given to each patient. This number was used for 
the purpose of this study only. 
 Date of birth/age 
 Gender/sex of the patient 
 Race 
 Types of visits (new or follow-up)  
 Date of initial visit from 1 July 2018 to 31 July 2019 
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 Area of main complaint 
 Treatment 
 Dates of follow-up visits from 1 July 2018 to 31 July 2019 
 Main complaint of follow up visits 
 Treatment at follow up visits 
 
3.5 Data analysis 
A descriptive statistical analysis was done by the researcher with the assistance from 
STATKON using the Chi-Square Goodness of Fit Test (CSgof) on SPSS 26.0 version 
(Van Staden, 2020).  
The CSgof Test was used to analyse the prevalence of disease against different 
demographic variables. The CSgof Test is a non-parametric test used to find how the 
observed value of a given phenomenon is significantly different from the expected 
value. In this study, the CSgof Test reveals if the data deviates from what would expect 
to see if all paediatric patients in each demographic category had an equal probability 
presenting with a certain complaint, and compares it to what was observed in this 
study’s sample (Lani, 2020). A p-value less than 0.05 indicates a statistically significant 
difference between what was predicted against what was observed (Andrade, 2019). 
The following relationships were analysed: 
 The area of main complaint and gender in percentage and number. 
 The area of main complaint and age in percentage and number. 
 The area of main complaint and treatment used. 
 
3.6 Ethics 
Permission was granted by the clinic manager and the non-profit organisation’s board 
members (Appendix A) to proceed with the study after ethical clearance was obtained 
from UJ (Appendix E and F). Patient confidentiality was maintained since no personal 
information or identifying data recorded during the data gathering process; ensuring 
30 
 
anonymity. Only patients’ file numbers were used. Paediatric patient files were not 
removed from the centre throughout the process and were accessed for consent by 
the clinic manager and head clinician prior to commencement of the study. Information 
in the study was disclosed only to the researcher, supervisor, co-supervisor and the 
statistician at STATKON. All data collected on the Data Collection Sheet and any 
information related to the research were stored on a computer to ensure 
confidentiality. Data capturing was done in a private room at the KNHC. There were 
no risks directly anticipated. Should the findings of this study be requested by the 









The chapter outlines the demographic profile and relationship between the variables 
of the sample, as compiled from the paediatric patient data files analysed at the Khula 
Natural Health Centre (KNHC), for the period of 1 July 2018 - 31July 2019. Data was 
extracted from the questionnaire (Appendix C) and inserted into a data collection 
sheet. This information was analysed with the assistance from STATKON using the 
Chi-Square Goodness of Fit Test (CSgof) on SPSS 26.0 version (Van Staden, 2020).  
The CSgof Test was used to analyse the prevalence of disease against different 
demographic variables. The CSgof Test is a non-parametric test used to determine if 
the observed value of a given phenomenon differs significantly from the expected 
value. In this study, the CSgof Test reveals if the data deviates from what would expect 
to see if all paediatric patients in each demographic category had an equal probability 
of presenting with a specific complaint, and compares it to what was observed in this 
study’s sample (Lani, 2020). A p-value less than 0.05 indicates significant statistical 
difference between what was predicted against what was observed (Andrade, 2019). 
A total number of 350 paediatric files were assessed according to the inclusion criteria, 
as stated in Chapter 3. Of the 350 paediatric files, 85 paediatric files did not meet the 
inclusion criteria. Of the 85 files, 10 files had no consent forms, 41 files had consent 
forms not signed, 7 files had incorrect file numbers, 12 files had duplicated file 
numbers, and 15 files were incomplete. The remaining 265 paediatric files were used 
in the assessment of the paediatric patient profile. These files were assessed 
according to the following objectives: 
 To identify the areas of main complaint of paediatric patients visiting KNHC; 




4.2 Patient profile 
Various demographic characteristics were analysed to compile a paediatric patient 
profile of the KNHC; namely: 
 File number 
 Gender/sex of the patient 
 Age 
 Race 
 Types of visits (new or follow-up)  
 Date of initial visit and follow-up visits from 1 July 2018 to 31 July 2019 
 Main complaint of initial visit 
 Treatment of initial visit 
 Main complaint of follow up visits 
 Treatment at follow up visits 
However, the racial characteristic was not analysed because all the paediatric 
patient files assessed were of black ethnicity.  
4.2.1 Gender 
Figure 4.1 describes the gender of the population sample; of the total sample of 
paediatric patient files (n=265); 157 (59%) were female and 108 (41%) were recorded 




Figure 4. 1: Gender 
4.2.2 Age 
Figure 4.2 designates the age groups distribution of the study sample. The largest age 
group was the 0- 5 years old with 44% (n= 117), followed by the age group 6- 12 years 
with 30% (n= 78). The smallest age group was the 12-17 years old comprising of 26% 
(n= 70) of the total sample. 
 
 
Figure 4. 2: Age 
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4.2.3 Number of visits 
As illustrated in Figure 4.3, the majority of paediatric patients (81%; n= 265) visited the 
KNHC only once during the study period; 16% (n= 52) of the paediatric patients came 
for a second consultation (first follow-up visit denoted as ‘visit 2’), and only 3% (10) of 
the paediatric patients came for a third consultation (denoted as ‘visit 3’). 
 
Figure 4. 3: Number of visit/s by patients to KNHC 
4.2.4 Area of main complaint 
Figure 4.4 indicates the different medical conditions treated at the KNHC from 1 July 
2018 to 31 July 2019. The total number of reported ‘area of main complaint’ is greater 
than the study sample size (n= 265), because patients may have presented with a 
different complaint at subsequent visits (V1, V2, and V3). This contributes to the 489 
entries for all paediatric ‘area of main complaint’ during the study period. 
The most common main complaints treated were; respiratory 22% (n= 110), while 
dermatological complaints were the second commonest 21% (n= 103). Other 
complaints were as follow 
 Ear, nose and throat (ENT) 18% (n= 90), 
 Gastroenterology 12% (n=59), 
 Central nervous system (CNS) 9% (n= 45), 









 Other complaints 4% (n= 19), 
 Musculoskeletal 3% (n= 15), 
 Genito-urinary 2% (n= 11), 
 Gynaecology 1% (n= 7), 
 Mental Health 1% (n= 7), 
 Cardiovascular/Peripheral vascular 0% (n= 1), 
 Endocrinology 0% (n= 1). 
Regarding ‘other complaints’, this referred to a main complaint that was not listed in 
the data collection sheet, such as maternal and neonatal diseases, injuries and 
nutritional deficiencies.  
 
 
Figure 4. 4: Area of main complaint 
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4.2.5 Area of main complaint and gender 
The area of main complaint was assessed in relation to the gender of paediatric patient 
visiting the KNHC for the study period using the table of frequency and the Chi square 
Goodness of Fit Test (CSgof). 
Table 4.1 indicates the results of the frequency and CSgof Test. The CSgof Test 
specifies what would be expected if paediatric males and females had an equal 
probability of a certain area of main complaint. The test results revealed that there was 
no notable difference (as p> 0.05 in all instances) between what was observed to what 
was expected. 
However, there was a notable difference (p< 0.05) in proportion of paediatric males 
and females observed and the expected values, if both genders had an equal 
probability of respiratory complaint (p= 0.036). 
The following was observed: 
In the female gender group: 
 60% (n= 66) of the 110 patients that visited the KNHC had respiratory complaints, 
compared to what was predicted by the CSgof Test 50%. 
 61% (n= 36) of 59 patients visited the KNHC for gastroenterological complaints 
compared to the expected probability of the CSgof Test 50%. 
 86% (n= 6) of 7 patients had mental health complaints, compared to what was 
predicted by the CSgof Test 50%.  
 
In the male gender group: 
 40% (n= 44) of the 110 patients that visited the KNHC had respiratory complaints, 
compared to what was predicted by the CSgof Test 50%.  
 39% (n= 23) of 59 patients visited the KNHC for gastroenterological complaints, 
compared to the expected probability of the CSgof Test 50%. 
 14% (n= 1) of 7 patients had mental health complaint, compared to what was 




Table 4.1: Distribution of patients according to the area of main complaint and 
their gender using table of frequency and CSgof Test 
Area of main 
complaint 
Gender Observed 
      n 













Male 20 44% 0.566 1 0.456 No 
Female 25 56% 
Dermatology Male 43 42% 2.806 1 0.094 No 
Female 60 58% 
Ear/Nose/Throat Male 42 47% 0.400 1 0.527 No 
Female 48 53% 
Gastroenterology Male 23 39% 2.864 1 0.091 No 
Female 36 61% 
Genito-urinary Male 5 46% 0.091 1 0.763 No 
Female 6 54% 
Infectious Disease Male 11 52% 0.048 1 0.827 No 
Female 10 48% 
Mental Health Male 1 14% 3.571 1 0.059 No 
Female 6 86% 
Musculoskeletal Male 6 40% 0.600 1 0.439 No 
Female 9 60% 
Respiratory Male 44 40% 4.400 1 0.036 Yes 
Female 66 60% 
Other Male 7 37% 1.316 1 0.251 No 





4.2.6 Area of main complaint and age 
The area of main complaint was assessed in relation to the age categories of 
paediatric patients visiting the KNHC for the study period using the table of frequency 
and the Chi square Goodness of Fit Test (CSgof). 
The Table 4.2 indicates the results of the CSgof Test and the table of frequency. The 
CSgof Test indicates what would be anticipated if all paediatric age categories had an 
equal probability of a certain area of main complaint. The test results revealed that, 
there was no remarkable difference (p > 0.05) between what was observed compared 
to what was anticipated if all paediatric age categories had an equal probability of a 
certain complaint regarding: 
• Infectious Disease (p= 0.867), 
• Musculoskeletal (p= 0.247), 
• Gynaecology (p= 0.368), 
• Genito-urinary (p= 0.529), 
• Mental Health (p= 0.368). 
There was a significant difference (p< 0.05) between what was observed and what 
was expected if all paediatric age categories had and equal probability of a certain 
area of main complaint for the following: 
 Ear/nose and throat (p= 0.020), 
 Gastroenterology (p= 0.000), 
 Central Nervous System (p= 0.014), 
 Dermatology (p= 0.000), 
 Respiratory (p= 0.002), 
 Other complaints (p= 0.000). 
 
Table 4.2 shows the distribution of patients according to the area of main complaint 





In the 0- 5 years age category: 
 16% (n= 7) of the 45 patients with CNS complaints were noted in this age group at 
KNHC during the study period, compared to what was predicted by the CSgof Test 
33.3%. 
 51% (n= 52) of 103 patients with dermatological ailments were in this age category, 
compared to the expected 33.3%. 
 47% (n= 42) of 90 patients visited the KNHC for ENT complaints in this age 
category, compared to the expected 33.3%. 
 59% (n= 35) of the 59 patient that attended the KNHC had GIT complaints 
compared to 33.3% predicted by the CSgof Test. 
 
In the 5- 12 years age category: 
 33% (n= 15) of 45 patients presented with CNS complaints in this age category, 
compared to what was expected by the CSgof Test 33.3%. 
 30% (n= 31) of 103 patients had dermatological ailments compared to the expected 
33.3%. 
 30% (n= 27) of 90 patients with ENT complaints compared to the expected 33.3%. 
 27 % (n= 16) of 59 patients with GIT ailments compared to the expected 33.3%. 
 
In the > 12- 17 years age category: 
 51% (n= 23) of 45 patients presented with CNS complaints in this age category, 
compared to what was expected by the CSgof Test 33.3%. 
 19% (n= 20) of 103 patients had dermatological ailments compared to the expected 
33.3%. 
 23% (n= 21) of 90 patients with ENT complaints compared to the expected 33.3%. 
 14% (n= 8) of 59 patients presented with GIT complaints in this age category, 
compared to the expected 33.3%. 
 
The CSgof Test was not done for cardiovascular/peripheral vascular complaints nor 





Table 4.2: Distribution of patients according to the area of main complaint and 
their age using table of frequency and CSgof Test 





      n 














0-5 7 16% 8.533 2 0.014 Yes 
5-12 15 33% 
12-17 23 51% 
Dermatology 0-5 52 51% 15.398 2 0.000 Yes 
5-12 31 30% 
12-17 20 19% 
Ear/Nose/Throat 0-5 42 47% 7.800 2 0.020 Yes 
5-12 27 30% 
12-17 21 23% 
Gastroenterology 0-5 35 59% 19.559 2 0.000 Yes 
5-12 16 27% 
12-17 8 14% 
Genito-urinary 0-5 2 18% 1.273 2 0.529 No 
5-12 4 36% 
12-17 5 46% 
Gynaecology 0-5 1 14% 2.000 2 0.368 No 
5-12 2 29% 
12-17 4 57% 
Infectious 
Disease 
0-5 8 38% 0.286 2 0.867 No 
5-12 7 33% 
12-17 6 29% 
Mental Health 0-5 1 14% 2.000 2 0.368 No 
5-12 2 29% 
12-17 4 57% 
Musculoskeletal 0-5 2 13% 2.800 2 0.247 No 
5-12 6 40% 
12-17 7 47% 
Respiratory 0-5 52 47% 12.291 2 0.002 Yes 
5-12 36 33% 
12-17 22 20% 
Other 0-5 15 79% 18.105 2 0.000 Yes 
5-12 1 5% 





4.2.7 Area of main complaint and treatment 
4.2.7.1 Number of remedies prescribed 
Figure 4.5 indicates the number of remedies prescribed per patient. Most of patients 
(n= 210), representing 64% of the population sample received only one remedy/ 
simplex, (n= 114) whereas 35% of patients received two or more/ complex remedies. 
However, two patients (1%) received no remedy following their consultations. 
 
Figure 4. 5: Number of remedies prescribed 
4.2.7.2 Remedies prescribed 
Figure 4.6 indicates the frequency of the most commonly prescribed remedies at the 
KNHC for the study group. Broad ranges of homoeopathic remedies (n= 86 different 
remedies) were prescribed to treat paediatric patients at the KNHC for this study 
period. Calendula officinalis cream/ ointment was the most frequently prescribed (n= 
60), followed by Calcarea carbonica (n= 50). Pulsatilla nigricans was the third most 
prescribed remedy (n= 48), Silicea terra the fourth most prescribed remedy (n= 45), 
and Phosphorus was the fifth most prescribed remedy (n= 40). The subsequently 
prescribed remedies were as followed: Sulphur (n= 36), Hepar sulphur (n= 34), 
Natrium muriaticum (n= 29), Arsenicum album (n= 25), Belladonna atropa (n= 20), 
Psorinum (n= 19), Chamomilla (n= 19), Baryta carbonica (n= 18), Tuberculinum (n= 










Figure 4. 6: Frequently prescribed remedies 
4.2.7.3 Relationship between area of main complaint and remedy 
Table 4.3 describes the relationship between the area of main complaint and the 
remedy used. Certain remedies were commonly used to treat specific ailments or 
conditions. A total of 86 remedies were used to treat different area of main complaints 
for the study group. The distribution was as followed:  
 Respiratory complaints: Phosphorus (17) was the most prescribed remedy, 
followed by Arsenicum album (14), Calcarea carbonica (13) and Pulsatilla nigricans 
(11) in decreasing frequency. 
 Dermatological complaint: Calendula officinalis cream (35) was the most frequently 
prescribed remedy skin ailments. Sulphur (20) was the second commonly used 
remedy. Silicea terra (10) and Psorinum (10) were the third most used remedies. 
 Ear/Nose/Throat complaints: Pulsatilla nigricans (12) and Calcarea carbonica (12) 
were mostly prescribed for these complaints. Hepar sulphur (9) was the second 
most prescribed remedy. 
 Gastroenterological complaints: Calcarea carbonica (10) was the commonly 
prescribed remedy, followed by Silicea terra (8), thirdly by Cina maritima (6).  



















 Central Nervous System complaints: Natrium muriaticum (9) was the most 
frequently prescribed remedy, followed by Causticum (5), Cuprum metallicum (4), 
and Belladonna atropa (4).  
 Infectious Disease complaints: Pulsatilla nigricans (6) was the most commonly 
used remedy, followed by Natrium muriaticum (3), Silicea terra (3), and 
Tuberculinum (2). Iquilai (5) was prescribed as an antiviral medication for HIV 
positive patients.  
 Musculoskeletal complaints: Bryonia alba (3) and Natrium muriaticum (2) were the 
most prescribed remedies for musculoskeletal ailments. 
 Genito-urinary complaints: Medorrhinum (3) and zincum metallicum (2) were 
commonly used for these complaints. 
 Gynaecological complaints: Medorrhinum (3) was the most frequently prescribed 
remedy for the gynaecological ailments. 
 Mental complaints: Baryta carbonica (3) was the most common remedy used for 
mental complaints. 
 Cardiovascular/ Peripheral vascular complaints: Bryonia alba (1) was the remedy 
prescribed to the single female patient presenting with the cardiovascular 
complaint. 
 Endocrinological complaint: The female patient presenting with the 
endocrinological complaint was prescribed a placebo, then referred to the hospital 






Table 4. 3: Distribution of remedies according to the area of main complaint 
Area of main complaint Remedy Frequency 
Respiratory Phosphorus 17 
Arsenicum album 14 
Calcarea carbonica 13 
Dermatology Calendula officinalis cream 35 
Sulphur 20 
Psorinum 10 
Silicea terra 10 
Ear/Nose/Throat Pulsatilla nigricans 12 
Calcarea carbonica 12 
Hepar sulphur 9 
Gastroenterology Calcarea carbonica 10 
Silicea terra 8 
Cina maritima 6 
Central nervous system Natrium muriaticum 9 
Causticum 5 
Cuprum metallicum 4 
Belladonna 4 
Infectious Disease Pulsatilla nigricans 6 
Iquilai 5 
Natrium muriaticum 3 
Silicea terra 3 
Tuberculinum 2 
Musculoskeletal Natrium muriaticum 3 
Bryonia alba 2 
Genito-urinary Medorrhinum 3 
Zincum metallicum 2 
Gynaecology Medorrhinum 3 
Mental Health Baryta carbonica 3 
Cardiovascular/ 
Peripheral vascular 

















The aim of this study was to create a paediatric patient profile of Khula Natural Health 
Centre, for the period of 1 July 2018- 31July 2019. This was done by means of a data 
collection sheet. This information was then analysed with the assistance from 
STATKON using the Chi-Square Goodness of Fit Test (CSgof) on SPSS 26.0 version 
(Van Staden, 2020).  
A total number of 350 paediatric files were assessed according to the inclusion criteria, 
as stated in Chapter 3. Of the total paediatric files (n= 350), 85 paediatric files did not 
meet the inclusion criteria. Of the excluded files (n= 85), 10 files contained no consent 
forms, 41 files had consent forms that were not signed, 7 files had incorrect file 
numbers, 12 files had duplicated file numbers, and 15 files were incomplete. The 
remaining 265 paediatric files were used in the assessment of the paediatric patient 
profile, and contributed to the 489 entries which include all the paediatric patient’s 
visits for the entire study period. 
Following ethical protocols, no personal details such as names or file numbers were 
divulged; nor will these details be used in any publications. This information was only 
used for the data collection process. 
 
5.2 Patient profile 
5.2.1 Gender of Patients 
In this study, the female paediatric patients represented most of the population sample 
with 59 % (n= 157), compared to 41 % males (n= 108). This information can be seen 
in (4.2.1). This female predominance was also observed in the study by Kara (2019) 
on patient profile and record keeping at the UJ Homeopathic Health Clinic (UJ HHC), 
where 67% of patients were female. Louw’s study (2003) at the Technikon 
Witwatersrand Homoeopathic Health Clinic (now UJ HHC) on the analysis of patient 
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profile, found that 59% of patients who visited the clinic were female. Brak’s study 
(2016) on patient satisfaction survey at the UJ HHC, reported that 68% of patients who 
consulted at the UJ HHC were female.  
5.2.2 Age of patients 
The representation for the age of the patients who consulted at KNHC for the specified 
period was as followeds: the age group 0-5 years equated to 44 % (n= 117) and the 
age category 5- 12 years equated to 30 % (n= 78). The smallest age group was the 
12-17 years old which totalled 26 % (n=70). 
Kara’s study (2019) conducted at UJ’s HHC, found that the 0-18 years age group 
represented 13 % (n= 68) of the population sample. This grouping includes all the age 
categories of this study, although not directly related to the study’s age categorization. 
5.2.3 Number of visits 
About 81 % (n= 265) of paediatric patients had only one visit at the KNHC, 16 % (n= 
52) of the paediatric patients came for a second consultation (first follow-up 
consultation), and only 3 % (n=10) of paediatric patients visited the KNHC for the third 
time (second follow-up consultation) (see Figure 4.3). In contrast, Louw’s study (2003) 
on patient profile at the TWR HHC: nearly 50 % of patients visited the TWR HHC once, 
30 % had one or two follow-up consultations, and almost 20 % had four or more 
consultations. In the study by Brak (2016), about 56.1 % of patients consulted the UJ 
HHC more than once, with only 43.9 % having one consultation. 
The reasons for the low rate of paediatric cases following up on consultations at the 
KNHC remains unknown to the researcher. It is therefore pertinent that KHNC 
investigates the reason why the centre experiences such a low rate of paediatric follow 
up consultations, in order to understand the quality and effectiveness of the 
homeopathic healthcare provided. This could be done by determining patients’ 
experiences and satisfaction after consulting at KHNC.  
5.2.4 Area of main complaint 
The outcome of the area of main complaint for this study reflects as follows: respiratory 
complaints comprised of 22% (n= 110) of the most treated conditions, followed by 
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dermatological complaints at 21% (n= 103). Ear/Nose/Throat totalled 18% (n= 90) and 
gastroenterological complaints 12% (n= 59). Neurological complaints represented 9 
% (n = 45), a moderate proportion of the conditions treated; infectious diseases 4% 
(n= 21) and musculoskeletal complaints 3% (n= 15). The least common treated 
conditions were genito-urinary at 2% (n= 11), mental health at 1% (n= 7) and 
gynaecological complaints at 1 % (n= 7).  
As seen in table 2.1, South Africa health department has established a national 
childhood immunisation schedule in order to strengthen the child’s immune system to 
fight infections such as polio, measles, hepatitis B, diphtheria, tuberculosis (TB) and 
meningitis (National Department of Health, 2016). The objective of vaccination is to 
prevent disease, but do not necessarily protect against infection. It intends to reduce 
global child mortality by facilitating access to safe vaccines of proven efficacy. For 
example, hepatitis A vaccine has been shown to be equally efficacious (over 90% 
protection) against symptomatic disease and asymptomatic infections (Andre et al., 
2008). However, at KNHC the immunisation programme is not been done. 
5.2.5 Area of main complaint and gender comparison  
Chi square Goodness of Fit Test (CSgof) was used to calculate the results with the 
hypothesis of all male and female having an equal chance of a certain area of main 
complaint.  
The results indicated a significant difference (p= 0.036) for respiratory complaint 
between male and female. The proportion was as followed, 60 % (n= 66) of female 
paediatric patients against 40% (n= 44) of male paediatric patients.  
A study by Shi et al. (2020) conducted in China to understand gender differences in 
respiratory diseases, found that females accounted for 60% and males 40% of 
reported cohort for complaints involving this system. The average annual growth rate 
of bronchitis in females was 58% compared to males at 42%. The same trend was 
noticed in pneumonia and asthma where female prevalence was higher than in males. 
Female predisposition to earlier infection may be linked to sex-related differences in 
respiratory tract structure, function and microbiome composition. Based on the 
anatomical structure, females have smaller lungs and therefore smaller conducting 
airways. Furthermore, the female sex hormones oestrogen and progesterone post 
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puberty affect the frequency beat and function of the airway cilia, thus affecting the 
mucociliary escalator (Vidaillac et al., 2018). 
However, the prevalence and morbidity of asthma has increased in young boys when 
compared to girls, which reverses after adolescence and into adulthood (Raghavan 
and Jain, 2015). 
For decades, gender-based differences has been a subject of interest in health and 
disease progression associated to organ function, genetic predisposition, and sex 
hormones. The contrast between male and female is specifically well characterized in 
cardiovascular and autoimmune diseases, where women are believed to have 
predisposed phenotypes (Raghavan and Jain, 2015). As the CSgof Test was not 
applied to this area of main complaint due to the smallest number, no direct correlation 
can therefore be made.  
5.2.6 Area of main complaint and age 
The CSgof test indicated that there was a significant difference (p= 0.000) from what 
was observed to what was expected for dermatology and gastroenterology as area of 
main complaint. 
Dermatology was noted to be the frequent area of main complaint for the age group 
0- 5 years at 51% (n= 52). This aligns with the findings of Katibi et al. (2016) at King 
Edward VIII Hospital, KZN where diagnosed skin diseases were classified in different 
category. The most prevalent were dermatitis (67.8%), infections (16.7%) and 
pigmentary disorders (5.5%). In the age group 0-5 years, 66% suffered more with 
atopic dermatitis compared to the other age categories. 
A study conducted in a tertiary care hospital of Western Nepal, denotes that paediatric 
dermatoses are very common at a young age and reflect the health and hygiene status 
of children. The prevalence and severity of these skin lesions are influenced by 
geographical area, seasonal and cultural factors, and socioeconomic status. In the 
Poudyal and colleagues’ study (2016), the age group 12-17 years represented 61% of 
dermatological complaints and the 0- 5 years age group was the smallest group at 
16%, compared to our study in which the 12-17 years category was the least group at 
19%. Louw’s study (2003) on analysis of patient profile at TWR HHC found that skin 
diseases were also most prevalent among the age category 0-18 years. 
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Disorders of the gastrointestinal system are common in children and adolescents. 
Gastrointestinal disorders are subdivided in two categories; namely organic diseases 
and functional diseases. Organic diseases are associated with physiological changes, 
such as the villi damage caused by gluten in celiac disease and the intestinal 
inflammation found in Crohn’s disease. Functional disorders, such as functional 
abdominal pain, functional dyspepsia, and irritable bowel syndrome (IBS), can cause 
symptoms that are often debilitating, but they are not currently associated with any 
physical damage (Canadian Society of Intestinal Research, 2020). The following was 
observed in paediatric population that suffered from gastrointestinal ailments; in the 
age group 0-5 years, 59% (n= 35), 5- 12 years, 27% (n= 16), and the 12-17 years 
group, 14% (n= 8). These findings are further supported by a study conducted in South 
Africa by Magongwa et al. (2018) where more than 50% of all paediatric 
gastrointestinal conditions occur during early childhood, and decrease with age. 
Similar trends were observed in a study conducted in Colombia where the findings 
suggested that functional gastrointestinal disorders were more frequent in children 
younger than 4 years of age. Functional constipation, infant colic, and dyspepsia are 
the most common functional gastrointestinal disorders encountered in infants and 
toddlers (Chogle et al., 2016).  
Respiratory complaints showed a significant difference between what was observed 
(p= 0.002) compared to what was expected by the CSgof test. Respiratory diseases 
accounted for about 22% (n= 110) of all paediatric consultations at KNHC. Acute and 
chronic respiratory diseases represent a global burden of disease due to their increase 
in prevalence and severity worldwide.  
Ear, Nose and Throat (ENT) complaints showed a significant difference from what was 
observed (p= 0.020) to what was expected. ENT disorders such as otitis media, serous 
otitis media, sinusitis and tonsillitis are the most frequent illnesses in childhood. The 
following factors are linked to childhood ENT disorders; anatomical structure (wider 
and horizontal eustachian tube), immunological status (under developed immunity), 
poorly ventilated homes with poor sanitation and lower socioeconomic status (Gupta 
and Gupta, 2019). 
No significant difference was found in the Gupta and Gupta study (2019) on patterns 
of paediatric ear, nose and throat disorders in a district hospital, India. All three age 
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groups were affected similarly with ENT disorders; 0-5 years at 33.9%; 5-10 years at 
35.8%; and 10-16 years at 30.3%; compared to the findings in this study 0-5 years at 
47 % (n= 52), 5-12 years at 30% (n= 31), and 12-17 years 23% (n= 20) with similar 
findings. 
Central nervous system (CNS) complaints showed a significant difference between 
what was observed (p= 0.014) compared to what was expected by the CSgof test. 
Disorders affecting the CNS remain a burden of disease worldwide with high morbidity, 
mortality and risk of long-term disabilities notwithstanding the use of antibiotics, 
vaccines, and other medical therapies. Various organisms such as bacteria, viruses, 
parasites, fungi, and prions cause CNS infections. These can lead to meningitis, 
encephalitis, spinal and cranial abscesses, epilepsy, and other severe complications 
(Robertson et al., 2019)  
The distribution of the neurological area of main complaint was as follows; in the 0-5 
years age group 16% (n= 7), the 5-12 years 33% (n= 15), and the 12- 7 years age 
group 51 % (n= 23).  
5.2.7 Homeopathic treatment and its indications  
The use of Complementary Medicines has increased greatly globally, not only among 
adults but also in the paediatric population, for the reasons to avoid drug side effects, 
and the need for more personal attention (Buskin et al., 2016).  
Certain remedies were commonly used to treat specific ailments or conditions at the 
KHNC (see Table 4.3). A total of 86 remedies were used to treat different areas of 
main complaints for the study group. Homeopathic remedies Calcarea carbonica 
(24%), Phosphorus (22%), Pulsatilla nigricans (19%) Arsenicum album (18%), and 
Hepar sulphur (17%) were used most frequently to treat respiratory and ENT diseases. 
The key notes identified by Boericke (2004) and Vermeulen, (2000), for these 
remedies, are as followed: 
 Calcarea carbonica: suffocating spells, tickling cough at night, inflammation 
with muco-purulent otorrhea, stoppage of nose, yellow coryza, swelling of 
tonsils and submaxillary glands. 
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 Phosphorus: laryngitis, hoarseness worse in the evening, burning pain and 
tightness across chest, chronic catarrh and sneezing, cough from tickling in 
throat worse for cold air, pneumonia. 
 Pulsatilla nigricans: dry cough in the evening and night, better for sitting up, 
loose cough in the morning with copious mucoid, bland, thick greenish 
expectoration, stoppage of the right nostril in the evening, yellow coryza in the 
morning, anosmia. 
 Arsenicum album: asthma and cough worse at midnight, suffocative catarrh 
worse lying on the back, wheezing respiration, pneumonia, constricted, swollen 
throat, unable to swallow, diphtheritic membrane, offensive otorrhea, hay fever 
and coryza, thin, watery, excoriating mucus with frequent sneezing. 
 Hepar sulphur: bronchitis and aphonia, wheezing, asthma worse in cold, dry 
wind, croup with loose, rattling cough worse in the morning, sensation of a plug 
the throat on swallowing, sneezing with running nose in cold air, hay fever, 
mastoiditis, otorrhea.  
These findings corroborate with multiple studies done worldwide on homeopathic 
remedies and the conditions treated. Bellavite et al. (2019) found that homeopathic 
remedies are of choice in respiratory and ENT ailments when the use of antibiotics is 
not indicated. Similar trend of remedies, namely Pulsatilla nigricans, Chamomilla, 
Sulphur, Calcarea carbonica, Phosphorus, and Gelsemium were used to treat the 
respiratory and ENT conditions.  
Calendula officinalis cream (40%), Sulphur (23%), Silicea terra (12%), Pulsatilla 
nigricans (13%) and Psorinum (12%) were the most frequently prescribed remedy for 
skin ailments. These findings are similar to a homeopathic study in Italy, where most 
paediatric skin conditions were treated with Pulsatilla nigricans, Sulphur, Natrum 
sulphuricum, Arsenicum, Silicea terra and Calcarea carbonica (Picchi et al., 2016). 
These remedies have the affinity for skin conditions (Boericke, 2004; Vermeulen, 
2000): 
 Calendula officinalis cream: promotes rapid healing for open wounds and 
ulcers, erysipelas, measles, superficial burns and scalds. 
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 Sulphur: dry, scaly, unhealthy skin, pruritus from warmth, in the evening, in 
damp weather, excoriation especially in folds, itching and burning worse for 
washing and scratching, boils. 
 Silicea terra: abscesses, boils, old fistulous ulcers, crippled nails, suppurations, 
itchy eruptions. 
 Pulsatilla nigricans: measles, acne at puberty, urticaria after rich fatty food. 
 Psorinum: herpetic eruptions especially on the scalp and in the bends of joints, 
itching worse from warmth of bed, eczema behind the ears, ulcers slow to heal, 






CONCLUSION AND RECOMMENDATIONS 
 
6.1 Conclusion 
Child health, or paediatrics, describes the well-being of children from conception 
through adolescence, including all aspects of their growth and development related to 
their physical, mental, social and emotional well-being. Patient profiling gives details 
about patients visiting a medical care facility by gathering detailed information or data 
about the patient’s main area of complaint and demographics. An understanding of 
paediatric patient profiles will render important information about the paediatric 
population health care seeking behaviours regarding a health care facility, which is 
essential for its effective management. 
The results of the study show a female predominance of the paediatric patients, who 
visited the KNHC during the study period. Female paediatric patients represented 59% 
of the population against 41% of male participation. The largest age group was the 0-
5 years (44%), followed by the age group 5-12 years (30%), and lastly the 12-17 years 
(26%). The majority of paediatric patients visited the KNHC only once; this is of 
concern, as follow up consultations after the initial consultation, would help to assist in 
rating treatment outcomes. 
The most prevalent area of main complaint according to the paediatric profile created 
were respiratory complaints (22%), followed by dermatological complaints (21%) and 
ear/nose/throat complaints (18%). Respiratory complaints were more common in 
females (60%) compared to males (40%). Furthermore, the results showed that the 
age category 0-5 years was the most prevalent age group of the study population 
consulting at KNHC, presenting within all three areas of main complaints; namely 
respiratory complaints (47%), dermatological complaints (51%) and ENT complaints 
(47%).  
The CSgof Test indicated that there was a significant deference between what was 
observed to what was expected for the following area of main complaints in relation to 
the age groups: dermatological complaints (p= 0.000 with the main complaint for the 
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age group 0-5 years, at 51%), gastroenterological complaints (p= 0.000 with the main 
complaint in the age group 0-5 years, at 59%), respiratory complaints (p= 0.002 with 
the main complaint in the age group 0- 5 years, at 47 %), ENT complaints (p= 0.020 
with the main complaint in the age group 0- 5 years, at 47%), and neurological 
complaints (p= 0.014 with the main complaint in the age group 12- 17 years, at 51%). 
A relationship was found between certain area of main complaints and the frequently 
prescribed remedies. Phosphorus, Arsenicum album, Calcarea carbonica, Pulsatilla 
nigricans and Hepar sulphur were used to treat respiratory and ENT diseases. 
Sulphur, Silicea terra, Pulsatilla nigricans and Psorinum were the most frequently 
prescribed remedy for skin ailments. Calcarea carbonica, Silicea terra, Cina maritima 
were commonly prescribed for gastroenterological complaints. The above remedies 
are all suited to the treatment of presenting symptoms related to the main complaints.  
 
6.2 Limitations of the study 
 The diagnosis of each paediatric file was not recorded in compiling this patient 
profile. This was an error on the data collection sheet and should be considered 
for future studies. Diagnosis has important implications for patient care, research 
and policy. Diagnosis has been described as both a process and a classification 
scheme, or a “pre-existing set of categories agreed upon by the medical profession 
to designate a specific condition”. This would therefore prove more useful than the 
“area of main complaint”. 
 The homeopathic potency and dosage were not recorded. This may prove useful 
in future studies investigating the nature and efficacy of homeopathic treatment at 
KNHC.  
 The area of main complaint remained vague to interpretation. The vagueness of 
the presenting conditions detracts from the usefulness of the data. It would also 
have been worthwhile to differentiate between acute and chronic conditions 
presenting at KNHC. 
 Many files did not have important information such as diagnosis, remedy potency, 
frequency of the dosage, physical examination, recorded on the case taking form. 
Some consent forms were misplaced in the incorrect file, explaining why certain 
files did not contain all documentation. These concerns relating to record keeping 
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at KNHC have been discussed with necessary stakeholders to implement more 
effective record keeping. 
 
6.3 Recommendations 
The following recommendations may be considered for future studies: 
 Conduct the research on a yearly basis could enhance strategic planning, by 
evaluating the quality of care and establishing a patient profile trend at KNHC. This 
would allow the centre to have a more detailed picture on the types of paediatric 
conditions being seen, frequently used remedies and their corresponding 
potencies and frequencies.  
 The study sample should be enlarged. If more information is gathered about certain 
variables, more accurate conclusions can be drawn. 
 Conduct further research to investigate the reasons as to why paediatric patients 
do not return for follow-up visits after their initial consultation. 
 A paediatric patient satisfaction survey can be conducted to assist in evaluating 
the outcome of homeopathic treatment prescribed. 
 The KNHC should consider the patient profile findings and highlighted limitations, 
and improve record keeping and the accuracy of the database system by 
correlating it to the content of the patients’ files. 
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I, Salva Bambi Mushiya, am registered for a minor dissertation for a Master of 
Technology in Homoeopathy at the University of Johannesburg. My dissertation is to 
create a paediatric patient profile at the Khula Natural Health Centre, St Lucia from 
May 2018 to May 2019. 
In order to carry out my research, I require access to the Khula Natural Health Centre 
database, as well as access to the paediatric files. This letter serves to request 
permission to access this database as well as the above-mentioned files. Patient 
confidentiality will be maintained as no names will be included in the data capture.  
No copies of the files will be made, and no files will be allowed to leave the Khula 










INFORMATION AND CONSENT  
Khula Natural Health Centre 
Khula Village, Kwazulu-Natal     P.O. Box 607, Broederstroom 0240       info@baselpraxis.ch 
Dr. Nicoliene Potgieter Steiner (AHPCSA Registration No. A11729) & Dr. Manuel Steiner (AHPCSA 
Registration No. A11730) 
 
 
Date:       Patient Nr: 
Surname:       First Name: 
D.O.B:    Village :     Tel. 
 
The patient has consented to the assistance of a translator in the process of communication to the student / 
clinician concerned. 
Confirmed as signed by patient / parent or legal guardian or witness:   
 
Yes_____   Signed ____________________________________________________________________________ 
 
No _____  
--------------------------------------------------------------------------------------------------------------------------------------------------- 
I understand that information from my record may be used for academic or research purposes, where the Khula 
Natural Health Centre undertakes to ensure that my anonymity is maintained at all times in such cases, for which 
I grant permission. Please sign this section if you consent. 
If you do not consent, do not sign this section. Not consenting will in no way influence your treatment at our 
health centre. 
 
Patient Signature: _________________________________           Date: _______________________________ 
 
Parent / legal guardian signature: _______________________________________________________________ 
(in case of patients who are under the age of 12 years and those requiring assistance between the ages of 12-18 years) 
Relationship of guardian to the minor: ___________________________________________________________ 
 
--------------------------------------------------------------------------------------------------------------------------------------------------- 
Report of findings: It is imperative that the student / clinician treating you explains fully your diagnosed 
condition, both as an educational requirement for the student but also, and more importantly, such that you 
are able to make an informed decision about the type of treatment that you wish to receive. 
 
Risks/Benefits: The student / clinician must explain to your satisfaction / understanding all risks and benefits in 
relation to treatment of your reported diagnosis / condition(s). It is not advised that you discontinue any existing 
medication without first consulting with the prescribing doctor or specialist. 
 
By signing this form, I agree that I understand that with my attendance at the Khula Natural Health Centre, that 
my medical information will be discussed between the student responsible for my care and the supervising 
clinician who is responsible for overall oversight of my care. 
 
Patient Signature: _________________________________          Date: _______________________________ 
 
--------------------------------------------------------------------------------------------------------------------------------------------------- 
By signing this section of the form, I agree that (to be completed after you have been assessed and prior to your 
treatment / referral): 
a) the student / clinician has discussed with me, to my satisfaction, and I fully understand my / my minor 
child’s diagnosed condition (s) that I have / my minor child has. 
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b) the student / clinician has discussed with me, to my satisfaction, and I fully understand all treatment 
and / or non-treatment options and their relative successes and / or failures as applicable to the 
diagnosed condition(s). 
c) I am making an informed decision with regard to, and will submit to / consent to my minor child being 
submitted to, the treatment protocol as explained. 
 
Based on the above, I therefore give consent for the treatment of my named complaint by signing the form 
hereunder: 
 
Patient Signature: _________________________________          Date: _______________________________ 
 
Parent / legal guardian signature: _______________________________________________________________ 
(in case of patients who are under the age of 12 years and those requiring assistance between the ages of 12-18 years) 
Relationship of guardian to the minor: ___________________________________________________________ 
 
Student Signature: ________________________________          Date: _______________________________ 
 





APPENDIX C:  
DATA COLLECTION  
The following information was recorded from the clinician database: 
FILE 
N° 











            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            























Types of Visit 
New patient= 1 
Follow up= 2 
Treatment 
Single Remedy= 1 
Complex Remedy=2 
No remedy= 0 
Area of main complaint 
Cardiovascular/Peripheral vascular = 1 
Central Nervous System = 2 
Dermatology = 3 
Ear/Nose/Throat = 4 
Endocrinology = 5 
Gastroenterology = 6 
Genito-urinary = 7 
Gynae/Obs = 8 
Haematological = 9 
Infectious Disease = 10 
Mental Health = 11 
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